esophageal surgery (and these are, in fact, general surgeons who have evolved towards thoracic surgery) (1) .
A quote from R.G. EMSLIE (1988) brings light upon the seemingly insurmountable difficulties the pioneers of esophageal surgery have fought with: "the history of esophageal surgery is the story of people who are always defeated by stronger opponents, but who never stop fighting this war until, slowly, they win the fight (3) . In fact, we cannot date a certain event which marks the birth of thoracic surgery and esophageal surgery in particular.
In 1862, EDWIN SMITH discovers, in Egypt, the papyrus which will be named after him, dated with approximation 2500 -3000 B.C., which will be entirely translated and edited by HENRY BREASTED in 1930 (1) . The content of this papyrus -case number 28-refers to a deep wound in the neck area involving the cervical esophagus which was apparently successfully treated. The first description of an esophageal cancer case can be found in a traditional Chinese text written more than 2000 years ago, in which the author describes a "swallowing problem" (dysphagia and regurgitation) in a certain patient. The famous Romanian doctor GALEN from PERGAM (131 -200 A.D.) reported the signs of a fleshy mass obstructing the esophagus. The famous Arabian doctor AVICENNA (ABU IBN SINA), born in today's Tadjikistan, with a consulting and treatment cabinet in Bagdad, at the famous calif HAROUN -AL-RASHID's court, states in his famous Book of Medicine around 1025 that the most important symptom in esophageal tumors is dysphagia (3). J.L. COLLIS, in 1982, quotes from a comment of the famous campaign surgeon AMBROISE PARÉ (1510 -1590) ( Fig. 1) : "when the esophagus is sutured, a long period of patient's care awaits us". What a visionary he was! (4) WILLIS (1674) treated dysphagia caused by achalasia with dilation of the lower esophagus with whale bones! For 2000 years the treatment of esophagus diseases was strictly symptomatic (5) .
The first report regarding the placement of a gastrostomy tube for dysphagia caused by an esophageal tumor was in 1846 by WELSH and subsequent in 1849 by SEDILLOT (6) .
The XIX-th century brings a great technological revolution, with the discovery of the incandescent bulb by THOMAS ALVA EDISON, thus allowing an appropriate light to the era's endoscopes (MAXIMILIAN NITZE, in Vienna, improves the cystoscope, then, the first rigid gastroscopes start to appear, and then, in 1868, ADOLF KŰSSMAUL successfully passes a lighted tube along the esophagus as far as the stomach). (2) The starting point of esophageal resections belongs to THEODOR BILLROTH (Fig. 2) in Vienna in 1871, who practices experimental esophageal resections on dogs and cadavers, presenting aspects regarding the resection technique (3). Based on (3, 6) .
The main problem of thoracic esophageal resection was controlling the respiratory parameters during the thoracotomy. In 1904, the same von MICULICZ starts a differential pressure system to control respiration during the surgical intervention (7) . His student, FERDINAND SAUERBRUCH was the main person in charge of building a negative differential pressure room made of a complicated system, where, both the patient and the team of doctors were locked in a sealed space, only the patient's head was outside the room for a better control of his respiratory function and the administration of the anesthetic agent. In fact, the most important concept, that of positive pressure ventilation via endotracheal tube (FELL-O' DWEYER-1893), wasn't exploited to it's full potential in respiratory support (6) .
CHEVALIER JACKSON described the technique of direct laringoscopy and MELTZER and AUER described the technique of tracheal insuflation at the beginning of the XX-th century but only in 1930 GALE, WATERS and MAGILL introduce and popularize the direct view method (6) . Along with the development of the selective lung intubation technique, surgeons will benefit from appropriate intraoperative conditions.
From now on we truly enter the modern era of esophageal surgery.
The biggest problems of contemporary esophageal surgery and pathology are represented by the growing incidence of Gastroesophageal reflux disease (GERD) -(and thus of Barrett's esophagus and esophagogastric junction adenocarcinoma) and of esophageal squamous cell carcinoma.
After FRANZ TÖREK ( Fig. 3 ) successfully finishes in New York in 1913 the first thoracic esophagus resection (the patient has refused pretoracic cutaneous tube reconstruction and has been feeding for 13 years via a rubber tube which united the cutaneous esophagostomy with the gastrostomy), his success was soon forgotten (Fig. 4) . Subsequent FRANZ TÖREK's presentation at the American Medical Association in 1913 regarding the first successful subtotal esophagectomy, his paper was poorly received and didn't start any discussions. Although the first society (Society of Thoracic Surgery) was created in the USA in 1967, the concern for esophageal surgery was minor, DONALD PAULSON lamenting the poor experience of residents regarding this matter (only 6 to 9 cases operated annually reported by the American Board of Thoracic Surgery) (7) .
Previously, in 1871, Th. Billroth successfully completed a cervical esophagus resection in a dog and then, in 1877, Czerny completed it in a human subject, and DOBROMYSSLOW in 1901 is the one who accomplished the first resection of 3-4 cm from the thoracic esophagus followed by an intrathoracic end-to-end anastomosis.
We have to remember the Romanian contribution of ION JIANU (Fig. 5) , who, together with CLAUDE BECK from Cleveland -USA, brings forward almost simultaneously an anizoperistaltic tube made from the greater curvature for food to pass through (Beck -Jianu gastrostomy), which is then used to replace the distal esophagus and which was the foundation of the procedure of reconstructing the esophagus from the greater curvature with an anizoperistaltic tube proposed by AMZA JIANU (Fig. 6 ) and perfected by DAN GAVRILIU (Fig. 7) .
Regarding AMZA JIANU's procedure, the esophageal neotube placed presternal didn't reach the cervical region and proposed, as a solution, a cutaneous graft interpositionfollowing BIRCHER technique which, not having the qualities of a digestive tube, was prone to multiple fistulas.
Prof. DAN GAVRILIU (Bucharest) improved the technique by adding a splenectomy "in hilum"(the splenic artery becomes the feeding artery of the graft via the left gastroepiploic artery and the pancreatic body and tail are dissected until the right side of the abdominal aorta, so that the tube can easily reach presternal in the cervical region -the Gavriliu I procedure). Afterwards he brought the pylorus and DI to the neck (Gavriliu II), the graft reaches the pharynx and the digestive continuity is restored by a gastroduodenal anastomosis (9) .
A very different type of esophagectomy is the one proposed by WOLFGANG DENK (1913, Vienna) who demonstrated on a corpse the blunt dissection of the esophagus via an abdominocervical approach without the necessity of a thoracotomy (7) . GREY TURNER stated the first success via this method by performing an esophagectomy with a cervical esophagostomy and a gastrostomy as the first step, followed by an antethoracic cutaneous tube which connects the esophagostomy to the gastrostomy (7).
MARK ORRINGER (Fig. 8 ) and SLOAN refresh (in 1978, Ann Arbor) the transhiatal abdomino-cervical dissection method foreseen by DENK and turned into reality by GREY TURNER by making possible the gastric pull-up and the cervical esophagogastric anastomosis (8, (10) (11) (12) . The starting point of the authors is the idea that the survival rate is almost the same in advanced stages, but spares the patient of thoracotomy complications ( according to the American Association of Thoracic Surgery, the pleuro-pulmonary complications due to the dissection of the esophagus via thoracotomy -over 60%!) and they have performed until now over 2000 such surgeries.
Regarding GERD, a turning point in it's evolution is represented by the discovery of the lower esophageal sphincter (SEI) ("high pressure zone" -HPZ) in 1956 by FYKE and CODE (2) based on manometric studies. Until this point, hiatal hernia with GERD surgery was strictly anatomical (ALLISON Fig. 9  (18,19,25,26 ) via thorax and LORTAT -JACOB via abdomen) not addressing in any way the HPZ.
The surgeon who imagined the first complete 3600 valvuloplasty was RUDOLF NISSEN (Fig. 10) (1896 -1981) born in Germany, the son of a prussian physician, he started his career in Munich in professor's F. SAUERBRUCH clinic by performing surgery on patients with pulmonary TBC, being the first surgeon to successfully perform a pneumonectomy in 1923, 2 years before EVARTS GRAHAM in the USA (17) .
In 1933, due to Nazi persecution, he leaves Germany and becomes the head of the Department of Surgery in Istanbul, Turkey. Then he moves to New York and, in 1952, he returns to Europe, being until 1967 the head of the Department of Surgery of the University Hospital in Basel (Switzerland). In 1956 he improves the antireflux technique by proposing a 3600 gastric fundoplication around the esophagus having as a starting point one of his operations from 1936 ( a young woman aged 28 diagnosed with perforation of an esophageal ulcer into the pericardial cavity -after the transpleural resection of the distal esophagus, cardia and superior polar gastrectomy, he performed an esophagogastric anastomosis and, to prevent anastomotic fistula into the thorax, he performed the invagination of the anastomosis into the stomach and the plication of the gastric wall over the anastomosis similar to the gastrostomy, the WITZEL procedure, naming it continent esophagogastric anastomosis; postoperatively, Nissen noted the lack of reflux symptoms associated with this anastomosis).
However, until the 1950s, NISSEN uses ALLISON or HARRINGTON procedures for H H surgery with a high rate of recurrence; in 1946 he imagines a gastropexy procedure which is named after him. In 1946, NISSEN was the head of the Department of Surgery of the Jewish Hospital from Brooklyn (Maimonides Hospital New York) and he operated on a famous radiologist from New York, dr. Gustav Bucky, who was diagnosed with a large paraesophageal hernia with gastric obstruction and hemorrhage. Although the best approach route at that time was thoracotomy, Nissen mobilizes and reduces the stomach via celiotomy, this approach being better tolerated by the patient. The stomach was sewn to the anterior parietal aponeurotic structures, thus establishing Nissen's gastropexy procedure (the patient's recovery was uneventful and without recurrence). Regardless of Nissen's procedure, the Dutchman BOEREMA publishes an anterior gastropexy procedure for a large hiatal hernia and NARBONA publishes a round ligament of the liver pexy of the esphagogastric junction procedure (17) . At his return from Europe, Nissen re-examines the patient he operated on in 1936 for esophageal ulcer, noting the absence of reflux phenomena. Subsequent, being displeased by the results of the gastropexy procedure, he turns to WITZEL's idea, only this time he starts via laparotomy and leaves the esophagus intact. In 1955, in Basel, Nissen operates on a 49 years old female who had a 3 years history of esophagitis without H H. After the LaimerBertelli membrane is opened and the esophagus is dissected and pulled down into the abdomen, the gastric fundus is pulled and stitched in the posterior plane through a small opening in the lesser omentum and, without cutting the short vessels of the gastrosplenic epiploon, a sleeve surrounding the cardia and distal esophagus made from the anterior and posterior walls of the stomach is achieved -this procedure is called "gastroplication"; the dissection involved the last 6 cm of the distal esophagus and were needed 5 separated stitches, of which at least one passed trough the anterior esophageal wall to prevent gastric wrap telescoping.
Nissen publishes this case and another one (solved in the exact same way in a patient with H H and GERD) in 1956 (21) . After 1970, Nissen's procedure became the most used antireflux procedure -it was subsequent modified by other surgeons. His assistant, MARIO ROSSETTI, describes, in 1965, the use of only the anterior wall of the stomach to make the fundoplication. DONAHUE and associates have introduced the concept of "floppy Nissen", by cutting the short vessels and reducing the height of the sleeve at 2 cm (to prevent postoperative early dysphagia or "gas bloat syndrome") (17) .
For the same reasons, ALDAY and GOLD-SMITH have modified Nissen's procedure, proposing a 2700 fundoplication. DOR proposes 1800 anterior partial fundoplication and ANDRÉ TOUPET posterior partial fundoplication (1, 2) .
In 1950, NORMAN RUPERT BARRETT (Fig. 11 ), considered to be the dean of british surgeons, reports his experience regarding the metaplasia in the cells of the distal esophagus (the lining of the lower esophagus by simple columnar epithelium) -disease that will bear his name (french's endobrachyoesophage) (20, 22, 23, (27) (28) (29) (30) (31) (32) .
Among the promoters of laparoscopic antireflux surgery we must remember sir ALFRED CUSCHIERI (Fig. 12) from Dundee, Scotland, who, in 1989, accomplished a round ligament cardiopexy via laparoscopic approach reproducing the classic NARBONA -ARNAU surgery. The first laparoscopic fundoplications were made by GEAGEA in Canada and BERNARD DALLEMAGNE in Belgium (17, 24) .
Regarding colon esophageal reconstruction (we mention that the correct term is "reconstruction" and not esophagoplasty -means a limited stricture or stenosis which is solved by a local plasty or by suturing another digestive organ without replacing the whole esophagus) we mention firstly KELLING, who, in 1911, used left izoperistaltic colon for an esophageal cancer and also, VULLIET (3, 6) who proved the possibility of using anizoperistaltic right colon on corpses.
Right izoperistaltic colon was used for the first time by ROITH (3, 6) in 1924 and left and transverse colon by ORSONI and LEMAIRE (14-16). With the laparoscopic and thoracoscopic approach, we enter the modern and contemporary era of esophageal surgery, soon followed by robotic surgery -already present in many surgical centers of excellence, which is set to become the gold standard of major esophageal surgery by minimizing the suffering of the patient, the time spent in the ICU and the total hospitalization time, faster social reinsertion; seriously buffering the high cost of technology and investment (but we will approach this topic in detail in the paper "minimally invasive esophagectomy for cancer" which can be found in this number of "Chirurgia" journal).
